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ABSTRACT

Background. As physical therapy gradually
evolves into a more autonomous profession,
physicians continue to play a major role in the
clinical practice of physical therapists, particu-
larly as a source of patient referral.  The     analy-
sis of physicians’ referrals to 
physical therapy may be a practical and effec-
tive way to study the relationship between 
physicians and physical therapists.

Objectives. The objective of this study was to
identify the primary reasons for physicians’
referrals to an outpatient physical therapy clin-
ic and to determine whether further diagnosis
by the physical therapist is necessitated
prior to treatment. 

Methods. Between January 1, 2001 and March
31, 2003, 544 consecutive physicians’ referrals
were received in a rural physical therapy outpa-
tient clinic. Physicians’ specialties, diagnosis on
referral (or reason for referral, if diagnosis not
provided), and prescribed orders on referral
were all reviewed by the authors.  

Results. One-third (33%) of the referrals were
sent to physical therapy with no medical diag-
nosis (non-specified referrals – NSRs), and the
most common reason for the referral in this
NSR category was “pain” (88%).  Commonly rec-
ommended treatments accompanying the NSRs
included: evaluation & treatment (60%) and
routine rehabilitation protocol (24%) for the rel-
evant joints.  

Conclusion. One-third (33%) of the referrals
sent to physical therapy included no 
medical diagnosis, with the most common rea-
son for the referral listed as “pain.”  Evaluation
and treatment was the most recommended
treatment accompanying these non-specific

referrals (almost 2/3). Physical therapists cannot
properly manage patients based on a physician
referred diagnosis of “pain,” therefore, it is nec-
essary for physical therapists to make further 
diagnoses. 

Key Words: physical therapy, decision-
making, autonomy.

INTRODUCTION
Over 20 years ago, physicians played a 
dominant role in interaction between the physi-
cian and the physical therapist (PT). The PT
functioned as a technician in a prescriptive role
by following the order from the referring physi-
cian.1 The referring physician assumed the
responsibilities and duties of evaluation, diagno-
sis, and determination of specific therapeutic
interventions and modalities.1 Most physicians
perceived the PT as a technician rather than a
professional colleague.2-4 Physicians believed
that the PT lacked the most complex criteria of
medical professionalism: examination and eval-
uation skills and autonomy of judgment.3

However, the role of physical therapy has been
changing rapidly in the past 5 to 10 years.  In
2000, the American Physical Therapy
Association (APTA) adopted Vision 2020, in
which five key areas became the focus of the
APTA to make physical therapy a more
autonomous profession by the year 2020.5

These key areas include professionalism, direct
access, the doctor of physical therapy degree,
evidence-based practice, and the PT as the prac-
titioner of choice.5 Achieving significant progress
in these key areas will prepare and enable PTs to
interact with physicians on a more collegial level
and less as “subservient followers of orders”.6

Currently, the PT is assuming greater responsi-
bility for initial assessment and management of
musculoskeletal conditions.7-10 Actually, the PT
has been functioning as the primary evaluator of
neuromusculoskeletal conditions with success in
the United States Army since the early 1970s.1

In reaction to this decades-long history of the PT
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being the autonomous practitioner of choice in the
Army, some researchers have suggested that the PT
must demonstrate that they have the expertise in
examination and treatment of musculoskeletal condi-
tions to assume new roles in healthcare, to increase
visibility within healthcare organizations, and to gain
more autonomy as professionals.1,9

Ritchey et al11 reported that the role expansion of
physical therapy is not likely to occur easily because
of the “turf battle” with physicians. The PT is seldom
placed in a position to dispute or challenge a physi-
cian’s decision, or make a physician feel his/her
competency is being questioned by subordinates.11

While physical therapy has a long history of clinical
practice with some level of autonomy regarding
patient intervention, an equally long tradition of con-
sulting with physicians also exists. Additionally, the
cognitive and evaluative tasks the PT performs have
tended to be secondary or supportive, if not supple-
mentary, to a physician’s examination, evaluation, and
diagnosis.

The American Medical Association and the American
Academy of Orthopedic Surgeons oppose independ-
ent practitioner status for the PT because of concerns
about improper diagnosis, inappropriate care, and the
potential for increased costs.12 Ironically, several
physician survey studies indicated that the majority of
responding physicians did not know enough about
physical therapy services.2,3,13,14 One study identified
two areas that physicians lacked familiarity with phys-
ical therapy; the first being knowledge of how the PT
evaluates their patients and the second being knowl-
edge of modalities used by the PT and how such
treatments are performed.13 Recently, physicians’
knowledge of physical therapy was surveyed again
revealing similar findings.14 These studies advocate for
continuing education courses for physicians to
increase their knowledge about physical therapy; sug-
gestions that have been supported by the physician
participants in the survey studies.2,13,14

Recently, a trend has developed for states to pass laws
allowing patients to have direct access to   physical
therapy.  Also, an increasing number of physical ther-
apy education programs in the United States are pro-
gressing to the doctor of physical therapy degree pro-
gram. Physical therapy autonomy is becoming one of
the most discussed issues related to daily physical
therapy practice. According to the APTA Board of
Directors, physical therapy autonomy is characterized

by independent and self-   determined professional
judgment and action during practice.15 In other words,
under direct access, the PT needs to be able to inde-
pendently examine, evaluate, diagnose, and treat
patients within their scope of practice.

All of these issues suggest there might be a “turf battle”
between the PT and the physician, with one side try-
ing to gain greater professional autonomy and role
expansion and the other side opposing such expan-
sion. Thus, analysis of physicians’ referrals to physical
therapy may be a practical and effective way to study
the relationship between the physician and the PT.
The purpose of this study was to identify the primary
reasons for physicians’ referrals to an 
outpatient physical therapy clinic and to determine
whether further diagnosis by the PT is necessary
prior to treatment.

METHODS
Between January 1, 2001 and March 31, 2003, 544
consecutive physicians’ referrals were received in a
physical therapy outpatient clinic located between two
metropolitan settings in the southeastern United
States. For each referral, physician’s specialty, referral
diagnosis (or reason for referral, if diagnosis was not
provided), and prescribed orders on the referral were
reviewed by the authors. No informed consent or insti-
tutional review board approval was required because
the data collection did not require an intervention or
an interaction with a living person and no identifiable
private information was obtained or contained for this
study in a form associable with any individual(s).

RESULTS     
Specialty of the Physician
Among 544 referrals from 78 physicians (67 
medical doctors, 9 doctors of osteopathy, and 2 podia-
trists), 59% of the referrals (321 of 544) were from
orthopedists, and 32% (176 of 544) were from 
family or internal medicine practitioners.

Orthopedic surgeons, family physicians, and 
internal medicine physicians combined accounted for
91% of the total referrals. The remaining 9% of refer-
rals came from physicians who specialized in neurolo-
gy (2%), rehabilitation medicine (2%), pain
management/anesthesiology (2%), podiatry (1%),
general surgery (1%), and otolaryngology (1%).
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Reason Provided on Referral
Out of the 544 referrals, 67% (367 of 544) included a
specific medical diagnosis in the referral and for pur-
poses of this study were categorized as specified refer-
rals (SRs). (Table 1). The other 33% (177 of 544) did not
include a specific medical diagnosis and were catego-
rized as non-specified referrals (NSRs). Since theses
NSRs included symptoms (pain, dizziness, weakness)
rather than a specific medical condition, these refer-
rals are considered “reasons for referral” rather than
diagnoses. Of these 177 NSRs, in 88% (156 of 177) the
reason for referral was “pain” (knee pain, back pain,
etc).

To further analyze the
data, referrals specifical-
ly related to surgery
were separated from
non-surgical referrals.
Among all referrals, 22%
(118 of 544) specifically
were related to post sur-
gery and had a specific
diagnosis included in the referral.  The most common
post-surgical referrals were for knee arthroscopy, total
knee replacement, and rotator cuff repair.  In contrast,
78% of all referrals (426 of 544) were non-surgical relat-
ed referrals.  

Of the 426 non-surgery related referrals, 249 (58.4%) of
them were referred with a specific medical diagnosis
(SRs), and 177 (41.6%) were referred without any med-
ical diagnosis (NSRs).  Based on the anatomical loca-
tion of the reason for the referral, the lower back,
ankle-foot, shoulder, knee, and neck were the top five
locations across all non-surgery related referrals (NSRs
and SRs combined; Table 2). Among the 249 SRs, the
lower back,
a n k l e - f o o t ,
shoulder, knee,
and neck were
the top five
sites of
complaints.
According to
the medical
diagnoses on
the 249 SRs, lumbar strain, rotator cuff
tendonitis/impingement, ankle sprain, cervical strain,
and knee osteoarthritis were the top five diagnoses on
the specified referrals. (Listed in Table 3 are the three
most common physicians’ diagnoses for each anatom-

ical location for the SRs.)  Further analysis of the 177
NSRs revealed that the low back was the most frequent
anatomic location for the reason for the referral.
(Figure)

Prescribed Orders on Referrals
As seen in Table 4, the most commonly prescribed
orders made by physicians on the 544 referrals were
evaluation and treatment (47%), routine rehabilitation
protocol (22%) for the relevant joints (i.e. routine knee
rehab), strengthening and range of motion (15%), and
specified modalities (13%).  The most commonly rec-

ommended orders on the
177 NSRs included evalua-
tion and treatment (60%),
routine rehabilitation pro-
tocol (24%), and strength-
ening and range of motion
(9%).  Among those 22%
(118 of 544) of referrals
(including both SRs and
NSRs) with routine reha-
bilitation protocol as the

prescribed order, 11 of the 118 (9%) were accompanied
with either a copy of the treatment protocol (9 of 11) or
a reference to a published book or article (2 of 11).
However, 107 of the 118 (91%) referrals presented no
details of the treatment protocol. Of these 109 referrals,
most came from orthopedists (51%) or family/internal
medicine physicians (39%).    

DISCUSSION
Physician Specialties
More and more states are passing direct access to
physical therapy laws, but the long-standing trend con-
tinues to be that third parties such as Medicare,

Medicaid, and
private insur-
ance companies
reimburse physi-
cal therapy
services only if
the physical
therapy service
is prescribed by
a physician.16

Therefore, physicians continue to play a major role in
referral of patients to physical therapy and the pre-
scription of physical therapy services seems to be
determined, in part, by physician specialties and
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patients’ insurance status.  Namely, orthopedic sur-
geons, followed by general practitioners and internal
medicine specialists, are still the main referral sources
for physical therapy.11,17,18

Likewise, this study
showed similar
results with orthope-
dists (59%) and
family and internal
medicine practition-
ers (32%) account-
ing for 91% of the
total referrals.  

Reason for
Referral and
Physical Therapy
Autonomy
The physician
members of the
American Medical
Association and the
American Academy of Orthopedic Surgeons have tra-
ditionally opposed increased autonomy by physical
therapists in the practice of physical therapy.12 Yet, as
the primary source of referrals to physical therapy,
their non-specified referrals from physicians are 
somewhat inconsistent with this viewpoint. This study
identified pain, muscle weakness, and decreased range
of motion (all of which are impairments/symptoms)
as the three most
common reasons
physicians referred
their patients to out-
patient physical
t h e r a p y .
Interestingly, one-
third (33%) of the
referrals did not
have a medical diag-
nosis with the most
frequent location of
the       complaint
being the lower back
and the most fre-
quent reason for the
referral being “pain.” Clearly, additional skillful, inde-
pendent examination and assessment of the patient by
the PT is warranted in such instances.  Two things may
potentially be inferred from this finding.  First, refer-

ring physicians may view the PT as a consultant/
expert rather than as a subordinate with regard to man-
agement of some patients with musculoskeletal
conditions. Secondly, a PT may be empowered to view
him/herself more as a physician’s colleague rather

than a technician or 
subordinate. Such
ideals are also facili-
tated by the progres-
sion of physical
therapy education
to the doctor of
physical therapy
degree level, charac-
terized by greater
breadth and depth
of content and
instruction in
skilled, proactive,
and independent
clinical decision
making.  Physical
therapists do not

identify disease in the sense of pathology, but they do
identify clusters of signs, symptoms, and other rele-
vant information from subjective and objective exami-
nation of the patient. These clusters can be labeled as 
classifications or diagnoses by the PT.19 Based on the
present study, pain is the most common impairment
that the PT encounters in an outpatient setting. Thus,

the ability to
understand and
differentiate the
multitude of signs
and symptoms rel-
evant to pain and
then to be able to
synthesize this
information with
data from patient
history, and radiol-
ogy and lab test
results will greatly
assist the PT in
the management
of their patients,

especially in instances where medical diagnosis infor-
mation from the referring physician is lacking.

Brogan17 reported that physicians probably do not rec-
ognize the extent to which their patients need physical
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ventions. According to this study, a 
substantial number of referrals state “evaluate and
treat” (47% of all referrals). Among the NSRs, the per-
centage is 60% of NSR referrals. These 
observations seem to add additional support to the
notion that greater autonomy of the PT, regarding all
aspects of patient management, is being encouraged
by physicians by the nature of their physical therapy
referrals.    

Future Study
In future research, data should be collected on a larger
number of referrals from both rural and urban outpa-
tient physical therapy clinical settings in different
geographic areas of North America.  Any association
between physicians’ years of working experience and
the frequency of specified and non-specified referrals
should be investigated.  Also, future research should
focus on the relationship between physician specialty
and any prescribed orders, recommended treatment 
duration, radiological or laboratory documentation,
and treatment precautions stated on referrals.  Such

investigations, in combina-
tion with the results of the
present study, will further
assist both physicians and
physical therapists in
understanding their roles
in the contemporary
healthcare environment
and may also serve to iden-
tify some continuing
education needs of both
professions. 

CONCLUSION
Review of 544 physician

referrals to a physical therapy outpatient clinic indi-
cated that 1/3 (33%) of the referrals included no med-
ical diagnosis.  Within these non-specified referrals,
“pain” was the reason listed most frequently (88%) and
the low back was the most frequent location (40%).
However, pain is a symptom/impairment rather than
a medical diagnosis. Physical therapists cannot proper-
ly manage patients based on a referred diagnosis of
“pain,” making it necessary for the PT to make further
diagnoses. Greater independence and involvement in
the diagnostic process, as well as patient 
management in general, is indirectly encouraged
through non-specific physician referrals.  

therapy services and, in addition, may not adequately
refer their patients for such physical therapy services.
This might be due to the lack of physicians’ knowledge
of physical therapy, which was indicated by a study
performed 20 years ago by Stanton et al,14 and also by
another similar but more recent study by English et
al.13 These studies recommended increased and
enhanced communication between the physician and
the PT and that the physician should learn more about
physical therapy.  Olsen20 encouraged increased com-
munication between the PT and their referral sources
not only for marketing purposes, but also for improved
patient management. A study by Hendriks et al21 sug-
gested that primary care physicians seek a one-time
physical therapy consultation as an appropriate and
beneficial component of the primary care patient man-
agement process. 

Physician referrals to physical therapy have been
studied by others.4,11,22 Twenty years ago, physicians
often did a physical therapy referral for patients with
the assumption that the patient was not in need of any
further assessment,
evaluation, or deci-
sion-making by the
PT.22 Several years
later, Ritchey et al11

found that 30% of
physicians gave no
diagnosis on the
physical therapy
referral, which is sim-
ilar to results of this
study (29%). Hulme
et al22 reported that
although both physi-
cians and physical
therapists agreed that
inclusion of the medical diagnosis on physical therapy
referrals was a priority, many physical therapists
reported the diagnosis was often omitted from refer-
rals, was incomplete, or was a list of
impairments/symptoms rather than a medical diagno-
sis. In the view of the PT, even a preliminary diagnosis
was important for the purposes of serving as a starting
place for the examination and evaluation and for assis-
tance in excluding many pathological conditions that
may cause the symptoms.22

Further discussion regarding physician support of
greater autonomy in physical therapy practice relates
to decision-making regarding plan of care and inter-
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